THE DOCTOR, HIS ILLNESS AND

THE
PATIENT
The late Dr Michael B a h t focussed our attention on doctors and their ability to understand their own shortcomings in treating patients (1957) . I propose to discuss doctors and their problems when they are ill. 1 consider that there are unique difficulties which arise during their illnesses. I believe that medical practitioners have less chance of obtaining adequate treatment when sick, whether physically or psychologically. "Physician, heal thyself," IS probably the most unkind quotation thrown at doctors. Owing to my own professional bias, I shall stress psychological ills.
Before discussing these I think it necessary to consider the medical student first. In recent years, there has been considerable criticism of the ability of an entrance examination to a university to measure a student's ability to adapt to later life. The decision to become a doctor is made during the stage of unreality -"identity diffusion" -when the young person is unable to judge what the career will give him or her in terms of work satisfaction and stresses. The choice of this career is often made by people who have come into contact with doctors as a result of their own or family illness, or have a member of their family already practising medicine. In the former case, they may have been won over, impressed by a doctor's power and influence; in the latter, it may be a family decision, or an aim to please, or a need to compete with a parent. As a result of the quota system, the medical career is probably being overvalued, and those selected would be regarded as an CIite group.
The duration of the medical course is longer than any other professional training. Throughout the long years of studentship, a prolonged dependency relationship which cannot be ignored is produced in the student, both emotionally and financially. By the time he has nearly completed his training in medicine, the profession to which he has aspired will have changed radically. The explosion in medical knowledge that has occurred in recent years has made it impossible for a medical student to be able to assess or evaluate accurately what field of medical endeavour is likely to be the most suitable one. We now are all too aware that graduation acts only as a matriculation in medicine, allowing the person to decide then, usually by trial and error, what needs to be done about his future.
In recent years, the type of training medical students receive has been critically examined in an attempt to decide how it will best fit the doctor for everyday work. More concern has been shown for the health of students, and some enlightened universities have established student health centres where both physicians and psychiatrists are available for consultation with the students.
In Australia, a study has shown that those students who had high neurotic and introversion scores as measured on the Eysenck Personality Inventory did well and were rewarded for their introversion and neuroticism by getting university degrees (Davies el al., 1968) . In Edinburgh, similar work has shown that the neurotic, introverted students do better than others, so it is recognized that a reward system has been established and that the selection is heavily weighted, therefore, in favour of these individuals (Walton, 1964) .
With the collection of his university degree on the completion of undergraduate training, the newlyfledged doctor is then put to a considerable degree of stress in finding out the difference between his role as a student and that of a responsible member of the medical staff. There are a limited number of suitable training posts. The type of hospital he is working in will affect the degree of initial responsibility to be undertaken. If the post is in a teaching hospital, there is likely to be additional conflict, as the trained nursing staff particularly will be in a superior position regarding knowledge and experience and often make the doctor feel insecure and Enadequate. If the first year appointment is at a provincial hospital, this does not always apply, but usually the degree of supervision is less under these circumstances so that the stresses are multiplied. The more obsessional the new doctor is, the more likely that an anxiety state will be caused by the new status.
Selection of specialty is usually influenced by identification with a particular teacher, or by some need of the doctor or by a combination of both. Ccnsiderable differences have been found between doctors who choose different specialties. It has been found that those who chose general practice were more anxious and had had more difficulty with examinations than other groups. The potential rurgeons were almost all male, and had not been academically outstanding.
Women doctors were found to be less anxious and less studious than the men (Walton and Last, 1969) . This may be a peculiarity of Edinburgh University, as the University of London's final examinations show that, although they form a small minority of students, there are always a large number of female honours graduates.
Further studies have shown that those students who are psychologically oriented could be separated from those who are physically oriented. Those more interested in physical illnesses were less reflective and less interested in abstract ideas. Those who had a psychological orientation had rated themselves as being suitable, regarded the undergraduate teaching in the specialty as being good and important to them, felt a degree of interest in psychiatric patients, and were willing to treat patients with psychiatric disorders.
Another study, this time in the United States, was unable to show a significant correlation between conFiderable attributes of personality and specialty choice, owing mainly to the small sample. However, it did find similar characteristics in two wide groups -people-oriented and technique-oriented specialties (Yufit, 1969) .
For many years, those entering general practice had tended to be doctors who preferred to work alone. In recent years, there has been an increase in the number of partnerships and in group practices, creating problems in professional interpersonal relations that had not been anticipated.
The unconscious identification with God may be a factor leading people to take a strong interest in psychology and psychiatry (Jones, 1913) . This warning note was sounded many years ago, but little heed has been paid to it.
From studies of what makes a good psychiatrist, it has been emphasized that among the necessary attributes are personal warmth, capacity for easy personal relations, an ability to tolerate ambiguous situations, and a reflective turn of mind enabling one to tolerate the divergent opinions in theory and practice of the treatment of patients (Maddison, 1972) .
Because of the difficulty in establishing a firm diagnosis which cannot be substantiated by special investigations, it may be that psychiatry attracts doctors of mediocre calibre, as their treatment results do not have to stand up to the same level of scientific criticism as do those in other specialties.
It seems that one reason why doctors and medical students are not attracted to psychiatry is that they do not often get the opportunity of hearing their patients being discussed by psychiatrists and other consultants. Where this is practised, there is more psychological interest expressed and understood, but co often the language barriers in psychiatry are incurerable (Balint et a/., 1969).
In the past ten years, studies have been made of pfychiatric residents: their problems resulting from faulty selection, their difficulties in acquiring adequate professional skills, lack of supervision, being involved with too many patients for too limited a time, problems of transference and countertransference, the difficulty that arises when the psychiatrist is in training and is regarded as an omnipotent figure by others and sometimes by himself, etc. The effect the training period has on the doctor's family gives rise to a further degree of alienation when there is need for additional emotional support from the family during this turbulent phase. The difficulty in accepting that psychiatry may alleviate suffering but not cure patients often has an unfortunate, depressing effect on the trainee psychiatrist, particularly when overinvolvement occurs when dealing with patients of the peer age group. To add i'urther difficulties, the resident's non-psychiatric medical friends, because of their lack of understanding of psychiatry and the trainee psychiatrist's inability to communicate to them what is happening in his training period, may erect professional barriers (I-lalleck and Woods, 1962; Sharaf and Levinson, 1963; de Rosis, 1970; 1971a; c; .
Few have tried to evaluate the psychiatrist in the therapeutic situation. Probably all would agree that r? clinician's personality and beliefs can affect the results of therapy (Kreitman, 1962) . However, the finding that the number of out-patient appointments made for a particular patient varies so that more are given to patients of the same social class as the doctor who were attractive and intelligent, is one which must cause us concern (Lowinger and Dobie, 1966; .
THE DOCTOR'S ILLNESS
It would appear that illness affecting a doctor is regarded as some slur upon his or her personal integrity; doctors are not allowed to have human frailties.
It has been found that female doctors have a better health record than male doctors. This may be a result of genetic predisposition by a process of Darwinian selection of any minority group, and by the female doctor's ability to escape from some of the psychological and medical problems by marriage. Perhaps a combination of these factors operates, as they are generally considered to be a much more robust group than the males.
Physical illnesses of doctors used to be particularly related to infections that they had contracted from their patients, but this is now less common than in the past. They tend to be subject to the same ills as others, with a tendency to have a higher incidence of obesity and coronary artery disease. In spite of the close relationship between smoking cigarettes and physical illness, not all doctors have been able to give up cigarette smoking. In Britain, the follow-up study on doctors' smoking habits showed that many did so only with difficulty (Doll and Hill, 1956; 1964) . The attitudes of the doctors were studied and it was found that two-thirds had found it difficult (Fletcher and Doll, 1969) .
In the United States, a similar anti-smoking campaign has shown that doctors were extremely successful in giving up smoking, but psychiatrists, who might have been expected to have given up maladaptive dangerous behav'ionr, continued to be the group with the highest use of cigarettes (Tamerin and Eisinger, 1972) .
Among psychological ills, anxiety is probably the most commonly recorded. It has been suggested that the feeling of superiority in psychotherapists, mixed at'times with grandiosity, is an ego-defence against anxiety. This may come about as the result of difficulties in the practice of and over-valuation of psychotherapy (Marmor, 1953) . Failure in their patients' prescribed treatment, diagnostic difficulties, the impact of their working day on their family, the death of children under their care, and obstetric difficulties were the most common causes of anxiety in medical practitioners in Cramond's survey (1969).
The ready availability of drugs has tended to place doctors at high risk of abusing them. It is not surprising to find that a larger number of doctors than to be expected proportionately to the population has been under treatment for drug abuse. In a study by Putnam and Ellinwood (1966) , most of them were over 40 years of age. This was also found to be true in a further study in the United Kingdom, where doctors treated at three separate hospitals were surveyed. Nearly one-third was suffering from problems associated with alcohol and/or other drugs. A further one-third was diagnosed as suffering from affective psychoses. There was a notably higher rate of marital failure than among the population matched for age and social status. Psychiatrists were overrepresented in the out-patient group. There was a significantly lower incidence of psychoneurosis than in the non-medical control sample (a 'Brook ef al., 1967) .
A further British study of a more limited nature showed depression as the commonest disorder, followed by alcoholism and neurosis equally. Mention was made of the formidable difficulties in getting reliable epidemiological information on doctor-patients (Pond, 1969) .
A study in Canada found that alcoholism and drug abuse were more common as compared with figures from the United States and Britain. Individual variations in the groups studied showed that anaesthetists were overrepresented, while general practitioners were underrepresented (Vincent et al.,  1969) .
One study of suicide in professional groups found that doctors were high En the suicide scale, exceeded only by lawyers and dentists. It was considered that the most thoroughly trained and skilful person becomes depressed; this, coupled with losses in the marital relationships, physical ill-health, and selfmedication, was considered to be a possible cause of :he problem (Blachly et a/., 1963) . The problem in assessing the incidence of suicide in any nopulation is difficult. It is even more difficult among the medical profession as a result of a natural wish to protect the good name of the dead, as well as the financial considerations linked with many life assurance policies.
In a survey of the obituary notices in the Jo~iriiul c; / h c American Medical Association of those psychiatrists who died below the age of 60, it was considered that the incidence of suicide was underrecorded. Many who took their lives did so before the age of 40, often at the height of their careers and influence. It was considered that the psychiatrists felt that the future held nothing of value in a professional sense, and that other factors were, in inany cases, a limitation in cultural pursuits, and most importantly the ignoring of or failure to recognize depression (Freeman, 1967) . A more recent study of the obituaries, which are now more accurately and honestly recorded, considered that the role strain which caused the gap between expectation and professional performance led to the increased suicide rate (De Sole el aZ., 1969).
An Editorial in the British Medical Journal (1969) was devoted to mental disturbance in doctors and emphasized the alarming frequency of drug addiction and suicide. In Britain, the suicide rate is 2% times higher in doctors than in all males, and 13 times higher than in Social Class I males. It also occurs at an earlier age in doctors than in others. The author recommended improved teaching of psychiatry, which might have a preventive value, promoting a sensible attitude to mental illness and leading to appropriate action.
Reasons for not seeking help when sick vary. It is impossible to be objective in diagnosing one's own physical illnesses. Even when the correct diagnosis is made, self-treatment is usually inadequate in terms of dosage and duration. While this persists, the delay in getting correct help makes for more difficulties in the management of the condition. Often the wish not to bother a colleague is given as an excuse for trying to manage alone. There may be other factors operating. One is the fear that the illness may be more serious than 'it appears, at one extreme, or, on the other hand, that the illness will be a minor one which would lead one's colleague to think that one is hypochondriacal. There may also be anxiety produced by the diagnosis of a condition which one knows is not likely to respond to the current therapeutic armamentarium. There are many financial considerations, particularly if the doctor is working in a solo practice when a suitable Zocuin fenens is often difficult to find. Denial, associated with the magical belief that illness will not visit doctors and that one's therapeutic omnipotence will win, also causes delay. With regard to psychiatric disorders, there is still considerable stigma associated with them in spite of the so-called enlightenment of scciety. Social factors from within the family circle also militate against the doctor seeking help. The explanations for the doctor's absence that need to be given to patients are also likely to embarrass the doctor and his family and friends, and reduce the chance of getting help early on. Giving up the role of healer is very difficult, and for some impossible. The difficulty in letting go and assuming the role of a patient is associated with the fear of loss of control of the situation.
When the doctor seeks help from another doctor, it is often embarrassing for the doctor consulted, as there is a tendency to treat the doctor-patient as if he were in a position to use valid judgment in his own management. The doctor being consulted is often unaware that his colleague wishes to be treated as an ordinary patient. This would reduce his anxiety regarding the diagnosis and treatment which can then be totally undertaken by someone else. Too often, having made the decision to consult with a colleague, a doctor-patient is given the impression that the treatment can be modified considerably because of his or her special knowledge. I feel that this doe5 not help either the patient or the efficacy of the treatment of the treating doctor. Any doctor seeking help from a colleague should undertake his rightful rcle as a patient and place himself totally in the therapist's care. Otherwise the ambiguity of the relationship is likely to lead to the development of a, dangerous situation because the responsibility is being shared between the two doctors.
There is still considerable delay in psychiatrists seeking psychiatric help, probably because their colleagues will cover up for them, feeling that "There, but for the grace of God, go I". In addition disturbed behaviour exhibited by a psychiatrist is less likely to attract attention, as it is accepted by the lay public and by many non-psychiatrist doctors that all psychiatrists are strange and that some degree of abnormal behaviour is to be expected.
The most prominent early sign in doctors with psychiatric problems is their manner of living. Little thought is given to their working hours, which are associated with inefficiency and irregularity, defective eating and sleeping habits, and a withdrawal from their family responsibilities. Difficulties occur in the management of patients, and a reluctance to refer them for fear of loss of face. All these were noticed by Pearson and Strecker (1960) , who found that those doctors who sought advice did not ccme early in their illness, but that their outcome, in spite of this, was often satisfactory.
Some psychiatrically ill doctors have been very influential. The Mental Health Act 1959 of England and Wales had a special section inserted into it to cover sick members of parliament, as a result of pressure by a medical member of parliament who had been compulsorily detained in an observation ward. It required them to be seen by the President cf the Royal College of Physicians of London or his appointee, or by the President of the Royal College of Physicians of Edinburgh and the President of the Royal Faculty of Physicians and Surgeons of Glasgow, acting jointly.
The Medical Practitioners Act 1970 of Victoria allows a doctor to be suspended from medical practice if the Board is satisfied that he cannot carry out his duties and functions satisfactorily, and, once his mental health is adequate, the Board may revoke the suspension and his registration returns fully. This method of managing psychiatrically ill doctors is now being suggested in the United Kingdom.
To re-emphasize the problem, from 1966 to 1970 it was shown that one in six doctors appearing before the Penal Cases Committee of the General Medical Council of Great Britain was suffering from psychiatric illness. The Committee has recommended that where evidence has reached the Council which suggests that a doctor is suffering from psychiatric illness, then it should be open to the President or some other member of the Council to invite the doctor to submit himself, if necessary, to medical examination. The doctors examining him would not be members of the General Medical Council, and the doctor would be able to nominate another psychiatrist, physician or neurologist to examine and report on him. Enquirv would be restricted to ascertaining whether the doctor was fit to practise. A Mental Health Committee should have the power to examine the doctor's case and direct that registration be suspended wholly or in specified branches of practice. This will not remove the doctor's name from the register. This matter was discussed in an Editorial in the British Medical Journal (1972) .
A study of doctors' spouses has shown that, despite a high level of adaptation in the early years of marriage, as the husband became more involved in his profession his wife felt increasingly excluded from her husband's life. Symptoms of depression and drug and alcohol abuse were prevalent and were related to the husband's profession (Evans, 1965) .
In view of the finding that the group of drug addicts most difficult to treat is characterized by homes either broken or in which there is an apparent lack of interest by the parent or overindulgence and a lack of discipline, and by unrealistic, middleclass attitudes of the family which differ from the subculture in which the child belongs, it is pleasantly surprising to learn that few doctors' families have produced this type of drug addict as yet (World Health Organization, 1957) .
THE PATIENT
Having considered the sick doctor, I will now turn to the fate of his patient. Except for those who are geographically isolated, patients usually have some choice of medical practitioner who is selected as often for his special personality attributes as for his specialized knowledge.
Patients may obtain some form of treatment of an unethical kind from a sick doctor who is sought cut by particular types of patients to meet the patient's need. An example of this, in recent times, was the medical practitioner who conducted his practice from various public conveniences in the London metropolitan area until he was deregistered. That this state of affairs could be tolerated was a result of his attracting a certain type of clientele.
In recent years, various forms of group therapy of unorthodox types have been tried: "in attempting to remove all barriers to instant intimacy, these groups sometimes overdo it as when the participants are required to disrobe and stare at each other's genitalia". Frank ( 1972) has reminded psychiatrists that there is still a place for reticence even in present day society. It is unusual for medical literature to give details of the effect of a doctor's illness on a patient. However, as a result of the chaos caused in a private psychiatric hospital in England, the details of the psychotic doctor responsible were reported in detail by Ropschitz (1957) . The incident ended when the Doll R. and Hill A. B. (1964) . Mortality in relation to sdoking: ten ye'ars' observations of British doctors. Brit.
psychotic doctor, accompanied by staff members of the hospital, went overseas to discuss problems with the medical director who had taken a vacation to get away from the stresses of psychiatric practice. In discussing the difficulty which patients may experience as a result of being refused referral to a psychiatrist, Mowbray et al. (1961) found that one in three of all referrals in a particular area was made at the initiative of the relative of the patient and not by the doctor on clinical grounds. This situation was also found in another part of Britain where neither the clinical diagnosis, its severity, age, civil status or occupation of the patients were found to have the most importance in referral, but social factors and doctors' attitudes were the prime factors (Rawnsley and Loudon, 1962) . Neither of these studies was able to measure the prejudices of the general practitioner, nor whether some of the antipsychiatry bias was a result of a previous experience of either the doctor or his family when suffering from some psychiatric disorder.
Recently, an influential psychiatrist writing for the lay public has, by decrying in foto the state psychiatric services in the United States, been influencing patients so that they would refuse psychiatric help from government agencies. (Szasz, 1970) . CONCLUSION We need to continue to survey the selection procedures whereby students are admitted for training in medicine. The medical curriculum is being reviewed in many universities to meet the needs of the changing role of the doctor. This should be extended to residency appointments. Better selection of those about to embark on specialization, including general practice, should be undertaken.
Teachers and senior members of the medical profession must be prepared to advise against admission to a particular specialty at the risk of being considered unfair and unkind. Perhaps some postgraduate student health service should be introduced to cope with these special problems, and deal impartially with both their training and work situations.
Doctors and their families should be regarded as a high risk group in terms of their physical and mental illnesses, and some better system needs to be set up to allow for help to be sought early on En illness without fear or stigma being associated with it. This should decrease the morbidity and mortality of medical practitioners. It seems unreasonable that doctors and their families should get treatment inferior to "ordinary" patients.
